Organisms were isolated from 32 patients-31 of the organiSms were Staphylococcus aureus and one was 8i-haemolytic streptocoocu. Sensitivity tests showed that cloxacillin was the only antbiotic out of eight tested to which all were sensitive.
'tion of diabetes and cataract in older age groups is a subject of great controversy, but is perhaps stronger in younger persons (Chodos and Habbeger-Chodos, 1960 ).
Method
A survey was undertaken in two stages: 1. The lens-opacity state of a sample of the general population was assesed on the slit-lamp microscope with full pupillary dilatation (Hollows et al., 1965) . As a result of this, four main groups were defined: group 1, no lens opacities; group 2, cortical opacities, subdivided into two types-(A) senile wedges and plaques, and (B) juvenile clubs; group 3, nuclear lens opacities; and group 4, aphakic (excluding traumatic aphakia) or mature lens opacity. The lenses were also graded according to nuclear colour.
2. From group 1, subjects were selected to match as nearly as possible for age and sex those in groups 2-4. The resultant sample consisted of 374 persons of the general population of the Rhondda Fach whose age and sex distribution showed a slight excess of older age groups when compared with the Medical Research Council census figures for this area (see Table I ). Of this sample 340 (91%) were examined. (28) 1011 (7) 54 (14) 1223 ( "7-60 69{SMm 10094 (21) 958 (17) 104-4 (10) i53.3 Table III shows blood-sugar levels two hours after 50 g. of glucose challenge. The readings for males are seen to be almost equal in all groups of lens opacity types and almost equal to the fasting blood sugar levels. The readings for females are also similar to the fasting values and are not significantly different between the various groups except in group 4, where the readings are very much higher than in the other groups. The numbers in this group are too small for a test of significance. The mean blood-sugar level at two hours for all ages in group 4 combined is 173 mg./100 ml.
Frequency distribution graphs were constructed (see Chart) of the readings of group 1, representing persons without lens opacities, against the readings of groups 2-4 combined, representing persons with lens opacities. No difference can be seen between persons with and without lens opacities. The mean blood-sugar level for males, both fasting and at two hours, shows a peak at 70 mg./100 ml., falling to a low frequency at 120 mg., and the distribution of blood-sugar levels two hours after glucose challenge shows a marked skew towards higher levels, the highest results being in persons without lens opacities. For females the peak blood-sugar level, both fasting When those with or without lens opacities are compared there is no significant difference in blood-sugar level in response to glucose challenge. However, females with lens opacities show a significantly greater response (0.01>P>0.001) to glucose challenge than do males with lens opacities.
Glycosuria was found to be present in 19 % of group 1 and 21 % of groups 2-4 combined for males, and 11 % of group 1 and 15 %, of groups 2-4 combined for females. 
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A family history of diabetes was obtained in 5% of group 1 and 4% of groups 2-4 combined for males, and 10% of group 1 and 13% of groups 2-4 combined for females.
When the blood-sugar results were categorized according to the nuclear colour of the lens no increase in response to glucose challenge was noted with increasing nuclear colour.
With a diagnostic level for diabetes of 200 mg. two hours after glucose challenge the overall prevalence of diabetes for this population was 4.7% (1.9% male population, 6.5% female population).
All of the diabetics in the male population were in the nonlens-opacity group, but for females the proportion of diabetics in each subgroup was group 1 3.7%, group 2A 9.1 %, group 2B 2.4%, group 3 18.2%, and group 4 28.6%. (The last two groups were numerically smaller than the others.)
If a diagnostic level for diabetes of 120 mg. is adopted then again no difference can be seen between persons with and without lens opacities. The overall prevalence of diabetes is now 8.8% (6.5% male population, 10.5% female population).
Discussion
The literature on the prevalence of cataract in diabetic patients and of diabetes in cataract patients is on the whole confusing, as even elementary precautions in standardizing methods of examination and selection of controls are ignored by many authors.
It would appear from the literature that the association of diabetes and cataract formation is much stronger in young diabetics (Chodos and Habegger-Chodos, 1960) and may be related to poor control of the diabetic state (Marr, 1952) . The association of diabetes with morphologically senile cataract is, however, not so clear. Anthonisen (1936) found a higher prevalence of diabetes in persons coming to hospital for cataract extraction than in the general population of Denmark. Caird et al. (1964) also came to this conclusion and noted that the diabetes tended to be of long duration and poor control.
Andersen (1924) and Waite and Beetham (1935) , using slit-lamp microscopy with age-and sex-matched controls, found no greater prevalence of cataract in diabetics than in their controls. Dollfus (1954) found a significantly higher prevalence of cataract in hospital diabetic patients below the age of 45 years but found no difference in the prevalence in the UP older age groups. Hospital patients are, how-UPS 2 to 4 ever, a specially selected group, and the application of these observations to the general populakFTPR tion of diabetics may not be justified.
LENGE
The present study is the first to have examined the prevalence of diabetes in a representative sample of a population assessed for lens opacity state by slit-lamp microscopy with full pupillary dilatation.
The prevalence of diabetes in the Rhondda study is perhaps higher than that found by other surveys, such as those of Walker and Brown (1964) 
